In modern intensive care unit practice, the primary goal of sedation is to make patients calm, comfortable, cooperative and communicative. Sedation scoring systems enable staff to assess patients' depths of sedation and so adjust analgesic and sedative therapies to achieve an optimum level of sedation for the individual patient. There is currently no consensus on the choice of instrument, and units should choose and adhere to a sedation scoring system that best fits the needs of their local practice. Regardless of the scale chosen, sedation scoring is best implemented as part of a sedation protocol designed to achieve optimum sedation and support patient-centred care.
Introduction
The primary goal of sedation has changed over the past decade. Instead of aiming to deeply sedate patients, the goal of modern intensive care unit (ICU) practice is now to make patients, calm, comfortable, cooperative and communicative. 1 Administration of sedative drugs should be titrated to meet patient-specific objectives 2 and to avoid morbidity and mortality. 1 Sedation scoring provides ICU teams with the tools needed to assess patients' depths of sedation. This then enables patient-specific objectives to be targeted, in terms of adjustment of analgesic and sedative therapies to reach an optimum level of sedation.
Sedation scoring must be objective because guessing the depth of sedation will not provide accurate or consistent measurement. It is recommended that sedation scoring systems should be used in the ICU (to assess a patient' s response to verbal and physical stimuli). 3 The level of response determines the patient' s numerical score, indicating the level of sedation. Regular reassessment may enable sedation to be titrated for each patient to achieve an optimum level of sedation. 3
Choosing a sedation scoring scale
The ideal sedation assessment tool for ICU clinical practice should measure the level of sedation and agitation, and be simple and user friendly. It should have well-defined categories, including behavioural descriptions of the level of consciousness, agitation, pain or synchrony with the ventilator. The tool should also have good reliability and validity in ICU patients. 2, 3 Since the 1970s, several different sedation scoring scales have been used in clinical practice and research, 2 but there remains no international consensus on the choice of instrument. The scales vary in their dimensions ( Table 1) , and the best approach is for units to choose and agree upon a sedation scale that best fits the needs of their local practice. This pragmatic decision can be based on criteria such as ease of use, familiarity, ability to be used in a consistent and standardised manner, and compatibility with other scoring systems such as those for pain or delirium. Importantly, once chosen, the scale should be used by all professionals within the unit to avoid confusion because of differences in numerical scoring between available scales.
The Ramsay Scale 4 is straightforward to complete and provides three levels of 'awake' states (score 1-3) and three levels of 'asleep' states (score 4-6). A score of 2 (patient is cooperative, orientated and tranquil) best fits an optimum sedation level based on the criteria of a calm, comfortable, communicative and co-operative patients. The Ramsay Scale is widely used in the UK, probably due to its simplicity and ease of use, but it has been criticised for a lack of detailed descriptors to enable clear discrimination between sedation levels, and because the different levels are not mutually exclusive. 5 The Sedation-Agitation Scale (SAS) 6 is also frequently used in the UK. It has been shown to have excellent inter-rater reliability, and has been validated against other common sedation scales. 3 The SAS provides scores ranging from +3 (agitated) to -3 (unarousable), and optimum sedation would aim for a SAS score of 0 (calm and cooperative). 6 The Motor Activity Assessment Scale (MAAS) is less frequently used in the UK. It was initially developed for use with mechanically ventilated surgical ICU patients and aimed to overcome some of the limitations of the Ramsay Scale. 7 The MAAS has seven categories to describe the level of sedation, each based on observed levels of motor activity,
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ranging from 0 (unresponsive) to 6 (dangerously agitated). 7 A MAAS score of 3, where the patient demonstrates voluntary movement, performs meaningful actions and follows commands, describes an optimum sedation level.
The Richmond Agitation-Sedation Scale (RASS) 8 appears to be gaining increasing popularity in UK clinical practice. The RASS scores patients on a 10-point scale from +4 (combative) to -5 (unarousable), with zero denoting the level of optimum sedation. The scale is easy and quick to use, and has been validated in medical and surgical patients, both with or without mechanical ventilation or sedation. 8 Finally, the Adaptation to the Intensive Care Environment (ATICE) scale 9 provides the most comprehensive assessment of sedation, providing assessment across the domains of consciousness (awakeness and comprehension) and tolerance (calmness, ventilator synchrony and face relaxation). However, the ATICE is relatively more complex and may be more difficult to use in day-to-day ICU clinical practice.
Sedation protocols
Regardless of the scale chosen, sedation scoring should be implemented as part of an ICU analgesia-based sedation protocol (Figure 1) , an approach that has been shown to improve patient outcomes compared with non-protocol-directed sedation administration. 10 A typical analgesia-based sedation protocol might set a primary goal of an alert, calm, cooperative patient who experiences no clinically significant pain. These aims are achieved by assessing the patient' s initial levels of pain and agitation, providing analgesia-based sedation as required. This is followed by continuous reassessment of pain and anxiety, adjusting or adding in analgesia and reducing the sedative if excessive sedation occurs.
Sedation protocols that use analgesia-based sedation with the aim of achieving optimum levels of sedation are based on the emergence of newer-generation analgesics. These evoke a more predictable analgesic effect and ultimately allow the patient to maintain consciousness. Compared with hypnotic-based sedation, analgesia-based sedation has been shown to reduce requirements for mechanical ventilation, duration of ICU stay and the need for sedative medication, while enabling greater patient interaction and easier patient assessment. 11, 12 
Conclusions
In modern ICU clinical practice, optimum sedation consists of analgesia-based sedation that aims to ensure calm, comfortable, cooperative and communicative patients. Achieving this goal depends upon adherence by all members of the multidisciplinary team to a sedation protocol based on objective assessment of patients' level of sedation using a validated sedation scoring system. 
How often should sedation scoring be performed?
Sedation scoring should be performed at least once per shift if the patient is stable, but more frequently if the patient is unstable or if their sedation medication frequently needs to be adjusted.
Why should a RASS score of 0 or -1 be maintained?
Maintaining a RASS score of 0 or -1 helps to prevent the side effects associated with deep sedation. Furthermore, deep sedation will prevent the identification of delirium by the CAM-ICU tool.
